1) 10 patients had SAM without ASH (six males, four females). 2) four patients had hemodynamically proved left ventricular outflow tract (LVOT) gradients (all males). 3) four of six patients (two males and two females) had LVETc prolongation greater than 40 msec; both males also had an absolute increase in LVET (see fig. 3 ). Thus, by hemodynamic data, by absolute LVET prolongation (which has not been shown to occur in normals), or by LVETc prolongation of more than 40 msec in females (which rarely occurs in normals), eight of 10 patients had idiopathic hypertrophic subaortic stenosis (IHSS)-type hemodynamics.
Second, these patients were not normals. They had SAM without ASH, and they had systolic murmurs which increased with the Valsalva maneuver or with amyl nitrite.
Lastly, not all patients with SAM and ASH (even marked SAM and ASH) have left ventricular outflow tract (LVOT) gradients. An individual with SAM and ASH but no gradient is usually considered part of the IHSS disease spectrum.
We agree that not all patients with SAM without ASH will have LVOT gradients by catheterization. Yet, the data supports our conclusion that "SAM of the mitral valve, systolic septal-mitral valve apposition, and IHSS hemodynamics can exist in the absence of an echocardiographically demonstrable thickened septum." It should be noted that the patients we reported underwent coronary arteriography during 1961-1966, before the advent of coronary bypass surgery, and no patients were excluded on the basis of this type of surgery. Before 1965, there were 13 patients with left main coronary stenosis who underwent direct patch grafting (10 patients) and transluminal ostial dilatation (three patients) and were reported by Effler et al. in the Annals of Surgery (162: 590, 1965). Contrary to the statement by Conley et al., all of these patients had severe (greater than 70%) left main stenosis and therefore were not "lower risk patients." They all had surgery within days after arteriography and did not have adequate time for meaningful follow-up. Even if all these patients were to be considered nonsurvivors in the subgroup with severe stenosis, there would have been no difference in the five-year survival compared with the subgroup with 50 to less than 70% stenosis.
It seems more likely that the disagreement in our studies lies in the interpretation of the severity of arterial stenosis rather than in the exclusion of patients as conjectured by Conley et al.
Cleveland Clinic
Cleveland, Ohio 44106 The author replies:
To the Editor:
Our recent article entitled "The Prognostic Spectrum of Left Main Stenosis"1 made reference to an earlier article from the Cleveland Clinic.2 We mentioned that the series from the Cleveland Clinic "excluded all medically treated patients who underwent surgery within five years of the date of catheterization." Since patients were recruited from the Cleveland Clinic series through December 1966, and since the era of aortocoronary bypass surgery began at that center in 1967,3 it is conceivable that a number of patients were excluded from their medical series solely on the basis of the fact that they underwent aortocoronary bypass surgery within the next five years. A more appropriate way of handling any such patients would have been to include them as alive up to the time of surgery and only to have excluded them thereafter. How many patients were excluded on this basis, and whether they were lower risk patients with 50-70% left main stenosis, is not stated in the article. Certainly, as Dr. Lim suggests in the above letter, other reasons for the disagreement between our studies regarding the prognostic significance of the degree of left main stenosis are possible. MARTIN J. CONLEY, M.D. Duke University Medical Center Durham, North Carolina 27710 Truncus Arteriosus Type IV To the Editor:
In the recent paper, "Anatomic Identification of So-called Absent Pulmonary Artery" (Circulation 57: 624, 1978), Dr. Sotomora and Dr. Edwards describe in detail the anatomy of the pulmonary trunk and arteries in clinical conditions diagnosed as absence of one or both pulmonary arteries. They found that a pulmonary artery was patent at least at the pulmonary hylum, even in cases with absent or atretic pulmonary trunk. According to this finding, they doubt the existence of so-called truncus type IV.
We thought that truncus type IV was a form of persistent truncus arteriosus in which the pulmonary arterial supply does not take 758 CI RCULATION
